
 
 

Sample Protocol and Questions for Comprehensive Core Standardized Assessment 
For the Medicaid Population 

The Comprehensive Core Standardized Assessment (CCSA) process will be conducted, at a minimum, 
annually.  The assessment will be used as the basis for an individualized care plan for patients identified 
as high risk through risk stratification process implemented by primary provider. 
The CCSA is intended to be a standardized screening process that integrates Medical, Behavioral and 
Social needs and results in the identification of needs with appropriate referrals and linkages. 
Standardization results from the screening of a core set of domain areas. The process is the basis for an 
individualized care plan, used by the care team to guide the treatment and management of the target sub-
population. 
The assessment will include the following domains: 
Demographic Domain 
Patient Registration is the process of checking-in a person to initiate the episode of care which takes 
place in various healthcare settings and at the various functions of the episode of care. The main function 
of registration is to collect information on required demographics (such as age, gender, race and ethnicity) 
as well as payment information.  The Registration Department, Patient Access, Admitting Departments, 
Call Centers, or Online Scheduling Services, are responsible for management of patient registration 
activities. In some cases, pre-registration may take place prior to the actual registration process at the 
healthcare organization.  
During the patient registration, insurance verification and pre-authorization may take place. In this case, 
the insurance verifier is involved in verifying payment information as a part of the patient registration 
process.  Patient registration information is provided by the patient and/or by the designated 
representative (guardian, parent, caregiver, etc.) to the registration staff. Information may also be 
received/uploaded from various data sources, e.g., Electronic Health Record (EHR) systems, Payor 
systems, Health Information Exchanges (HIE). 
The patient registration information can be provided verbally, via facility registration portal/kiosk, or 
phone interview. Information collected at the registration initiates the creation of a new episode of care 
record. This information will be further used at the next functions of the episode of care 
(triage/assessment, testing, treatment, medication management and discharge/transfer).  
Out-patient setting visit:   
1. Registration for walk-in/patient presentation  
2. Registration/Scheduling for planned visit    
3. Registration/Scheduling for diagnostic testing (during the visit, and after the visit) 
4. Registration/Scheduling for treatment (during the visit, and after the visit) 
5. Registration for medication administration 
6. Registration for post-visit follow-up 
 
Medical Domain 
Benefits of Routine Health Assessment (Fernald, D.H. et.al 2013) 

• Improve relationships with patients by using the data to stimulate dialogue. 
• Help clinicians identify and prioritize patient health issues and health goals. 
• Help pinpoint focused messages when talking with patients about what matters to their health. 
• Help patients understand their current health status and act to improve their health. 
• Consistently remind patients to increase their awareness about specific behaviors and habits that 

affect their health or chronic conditions. 
• Track patient health behaviors over time (e.g., physical activity, smoking, stress, or quality of 

life), which can also help with patient follow-up. 
• Measure and monitor patient data at the practice/population level for proactive, planned care. 
• Identify issues requiring patient referral to additional resources. 
• Fulfill requirements for and generate revenue from incentive programs and national guidelines. 



 
 

A full medical health history is taken and documented when a patient establishes care and updated at least 
annually.  It is best practice to ask patients, at every visit, if they have been seen by another medical 
provider since their last visit and if there are any medical/health history changes that have taken place 
since their last visit.  All updates will be documented in the patient’s medical record. 
 
Substance Use Domain (SBIRT) (SAMHSA-HRSA Integrated Health Solutions) 
Screening, Brief Intervention, and Referral to Treatment (SBIRT) is an evidence-based practice used to 
identify, reduce, and prevent problematic use, abuse, and dependence on alcohol and illicit drugs. The 
SBIRT model was incited by an Institute of Medicine recommendation that called for community-based 
screening for health risk behaviors, including substance use. 
SBIRT CONSISTS OF THREE MAJOR COMPONENTS: 
Screening — a healthcare professional assesses a patient for risky substance use behaviors using 
standardized screening tools. Screening can occur in any healthcare setting 
Brief Intervention — a healthcare professional engages a patient showing risky substance use behaviors in 
a short conversation, providing feedback and advice 
Referral to Treatment — a healthcare professional provides a referral to brief therapy or additional 
treatment to patients who screen in need of additional services 
This screening process will take place at least annually, during the annual comprehensive visit. Please see 
separate policy and procedure for specific screening tools, scoring, and recommendations for brief 
intervention and referrals for treatment. 
Sample screening tools that are recommended for use are: 
AUDIT-Alcohol Use Disorders Identification Test 
CAGE-an assessment instrument used by primary care givers to identify people with alcohol-related 
problems 
DAST- Drug Abuse Screening Test 
CRAFFT-a behavioral health screening tool designed for children under age 21  
 
Housing Domain: 
The impacts of unmet health-related social needs, such as homelessness, inconsistent access to food, and 
exposure to violence on health and health care utilization, are well-established. Growing evidence 
indicates that addressing these and other needs may help reverse their damaging health effects. 
Unmet housing needs may include homelessness, poor housing quality, or inability to pay a mortgage or 
rent. The following two screening questions have been validated by the Center for Medicaid and 
Medicare Services (CMS) for assessment of housing stability: 

1. What is your housing situation today? 
 I do not have housing (I am staying with others, in a hotel, in a shelter, living outside on 

the street, in a car, abandoned building, bus or train station, in a park). 
 I have housing today but I’m worried about losing housing in the future. 
 I have housing. 
 Other 

2. In your housing situation, do you have problems with any of the following? Check all that apply: 
 Bug infestation 
 Mold 
 Lead paint of pipes 
 Inadequate heat or hot water 
 Oven off: stove not working 
 No smoker detectors or not working smoke detectors 
 Water leaks 
 None of the above 



 
 

It is recommended that these screening questions be asked at least annually, however updating this 
information at each encounter provides a safety net for patients experiencing housing issues where a 
referral to care coordination may be beneficial. 
 
Family and Support Services Domain (Person and Family Engagement) 
While the majority of adults prefer to manage their own care, some decide to make health care decisions 
through co-management or delegation of health care decisions to family members or close friends. 
Societal factors such as age, socio-economic factors, education level, cultural beliefs and traditions and 
health characteristics all impact the way that a person may choose to manage their health care. Due to the 
subtle nuances of how these unique factors impact the way that individuals make health care decisions, it 
is imperative that discussions about health care include an open dialogue of the parties who should 
be included in health care conversations. The co-creation of health care goals should provide the 
opportunity for family members, close friends or caregivers to participate in these important 
conversations about health. It is essential for health care providers to create meaningful partnerships with 
persons, families and caregivers to bring their preferences into the care discussion. 
Assessment annually may include some of the following questions: (Access Health Spartanburg) 

1. In the past year, have you or any family members you live with been unable to get any of the 
following when it was really needed? Check all that apply. 
Food 

 Yes 
 No 

Clothing 
 Yes 
 No 

Utilities 
 Yes 
 No 

Child Care 
 Yes 
 No 

Medicine or any 
health care 
(medical, dental, 
mental, vision) 

 Yes 
 No 

Phone 
 Yes 
 No 

 
 I choose not to answer 
 
 

2. Has lack of transportation kept you from medical appointments, meetings, work, or from 
getting things needed for daily living? 

 Yes 
 No 
 I choose not to answer 

3. Would you have someone to help you if you were sick and needed to be in bed? 
 Yes 
 No 
 N/A 

4.  Do you have someone to take you to a clinic or doctor’s office if you needed a ride? 
 Yes 
 No 
 N/A 

5. Are you married or living together with someone in partnership?   
 Married 
 I am living with a partner in a committed relationship. 
 I am in a serious and committed relationship but not living together. 
 Single 
 Separated 
 Divorced 
 Widowed   

6. Do you rely on a family member or friend to assist you with your healthcare needs? If yes, 
please indicate name and relationship:          

 Yes 



 
 

 No 
 N/A 

7. In a typical week, how often do you: 
Talk with family, friends or neighbors by phone call or video chat (e.g. Skype, FaceTime)? 

 Never 
 Once a week 
 Two days a week 
 3 – 5 days per week 
 Nearly every day 

  Get together with family, friend or neighbors? 
    Never 

 Once a week 
 Two days a week 
 3 – 5 days per week 
 Nearly every day 

Use email, text messaging or internet (e.g. Facebook) to communicate with family, friends 
or neighbors? 

    Never 
 Once a week 
 Two days a week 
 3 – 5 days per week 
 Nearly every day  

8. How often do you: 
Attend church or religious service?  

 Once per year  
 2 – 3 times per year 
 4 or more times per year 
 At least once per month 
 At least once per week   

9. How often do you attend meetings of the clubs or organizations that you belong to? 
    Once per year  

 2 – 3 times per year 
 4 or more times per year 
 At least once per month 
 At least once per week 

 
Education Domain   
Beginning as early as the 1900s, there has been the recognition of a patient’s right to protect the integrity 
of one’s own body and the need for patient consent or knowledge regarding what shall be done. The basic 
elements of informed consent, as outlined in this groundbreaking case, served as the cornerstone of 
patient participation to the extent that it initiated the practice of disclosing information to patients about 
their care and medical services rendered. Over the past few decades, this one-way street of informing the 
patient has evolved into a two-way street of communicating with patients. As the concept of patient 
engagement has evolved, so too has the expectation of many persons to be educated about their diagnosis, 
treatment options, care and outcome. 
Education is focused on the specific knowledge and skills the patient and family will need to make care 
decisions, participate in their care, and continue care at home. To identify and understand those needs for 
education, there is an assessment process. Knowledge and skills deficits are identified and used to plan 
the education. The assessment process also includes those patient variables that determine if the patient is 
ready and capable to learn. 
These variables include: 



 
 

• the patient’s and family’s beliefs and values; 
• their literacy, educational level, and language; 
• emotional barriers and motivations; 
• physical and cognitive limitations; and 
• the patient’s willingness to receive information. 

Once the educational needs are identified, they are recorded in the patient’s record. This facilitates the 
participation of all the patient’s caregivers in the education process. Each organization decides the 
location and format for educational assessment, planning, and delivery of information in the patient’s 
record. 

1. What is the last grade you completed in school?       
2. If you have a college degree, what in?         
3. How would you rate your ability to read?  

 Good  
 

 Average  
 

 Poor  
 

4. Do you ever need help reading health related materials? [ ] Yes [ ] No 
5. How often do you need to have someone help you when you read instructions, pamphlets, or 

other written materials? 
 Always 
 Sometimes 
 Never 

6. I know what each of my prescribed medications do 
 Disagree Strongly 
 Disagree 
 Agree 
 Agree Strongly 
 N/A 

7. I am confident that I can tell whether I need to go to the doctor or whether I can take care 
of a health problem myself 
 Disagree Strongly 
 Disagree 
 Agree 
 Agree Strongly 
 N/A 

8. I am confident that I can tell a doctor concerns I have even when he or she does not ask 
 Disagree Strongly 
 Disagree 
 Agree 
 Agree Strongly 
 N/A 

9. I am confident that I can follow through on medical treatments I may need to do at home 
 Disagree Strongly 
 Disagree 
 Agree 
 Agree Strongly 
 N/A 

Employment and Entitlement Domain  
1. What is your current work situation? 

 Full time work 
 Part time or temporary work 
 Unemployed and seeking work 



 
 

 Unemployed but not seeking work 
 I choose not to answer 

2. Have you applied for: If yes, what is the status of your application?    
  
 Social Security 
 Disability 
 SSI 
 Unemployment 
 None 

 
Legal Domain 

1. In the past year have you spent more than 2 nights in a row in a jail, prison, detention 
center, or juvenile correctional facility? 
 Yes 
 No 
 I choose not to answer 
a. If yes, what was your release date? 

2. Are you a refugee? 
 Yes 
 No 
 I choose not to answer 

3. Do you feel physically and emotionally safe where you currently live? 
 Yes 
 No 
 I choose not to answer 

4. In the past year, have you been afraid of your partner or ex-partner? 
 Yes 
 No 
 Unsure 
 I have not had a partner 
 I choose not to answer 

 
Depression Screening Domain (use depression screening protocols) 
 
Depression is a chronic and recurring disease. Effective communication and patient education are 
necessary to enhance adherence to treatment and prevent relapse. Long-term patient care is essential to 
manage any chronic disease, including depression. The delivery of patient care requires not only 
determining what care is needed, but clarifying roles and tasks to ensure that patients get the highest 
quality of care and follow-up.  
Depression has been associated with poorer outcomes in patients with a variety of medical conditions, 
such as coronary artery disease, diabetes mellitus, and stroke. Treatment of depression may reduce 
mortality from these conditions, as well as help prevent suicide. Therefore, accurately identifying patients 
who have depression is important so that appropriate treatment can be initiated. (Maurer, D. 2012. P. 139) 
Procedures:  
1. The U.S. Preventive Services Task Force recommends screening in adolescents and adults in 

clinical practices that have systems in place to ensure accurate diagnosis, effective treatment, and 
follow-up. 

2. Patients aged 12 and older, without a current diagnosis of depression, will  be screened for 
depression using the PHQ-2 tool when being roomed, if they have not had a screening completed 
within the preceding 12 months. 

3. If score of the PHQ-2 is 3 or greater, then the PHQ-9 is administered. 



 
 

a. The treating clinician is notified by the clinical support staff of any positive results from 
depression screening and the PHQ-9 score PRIOR to the clinician entering the examination room. 
b. A suicide risk assessment is performed by the provider. 

4. If diagnosis of depression is confirmed, the clinician educates the patient about depression and 
the care process, engage the patient and determine patient preference for treatment. 

5. The clinician and patient will select an appropriate management approach for treatment of 
depression: 
a. Watchful waiting, with supportive counseling 
b. Antidepressant medication 
c. Mental health referral for psychological counseling 
d. Combination of antidepressant medication and psychological counseling 
e. Rarely, refer to emergency services if indicated, to reduce risk of harm 

Risk Assessment Domain (including Suicide Risk when depression screening positive) 
Risk Stratification for Care Coordination: (low, medium, high risk scoring) 
An example of risk stratification assessment completed by provider at least annually: 

1. Is the patient healthy, with no chronic disease or significant risk factors? 
Yes   or    No 

If yes, patient is at a Level 1 Primary Prevention plan of care that included preventive screenings and 
immunizations; patient education; annual health risk assessment; appropriate monitoring for warning signs 

2. Is the patient healthy, but at risk for chronic disease, or has other significant risk factors? 
Yes    or    No 

If yes, patient is at a Level 1 Primary Prevention, but with increased interventions for unhealthy lifestyle/habits; 
needs to be linked to community resources to enhance patient education and self-management skills 

3. Does the patient have one or more chronic diseases, with significant risk factors, but is stable or at desired 
treatment goals? 

Yes    or    No 
If yes, patient is at a Level 2 Secondary Prevention to treat disease and avoid serious complications 

4. Does the patient have one or more chronic disease, with significant risk factors, and is unstable or not at 
desired treatment goals? 

Yes    or    No 
If yes, patient is at a Level 2 Secondary Prevention to treat disease and avoid serious complications, but may need 

a health coach or referral to specialty services 
5. Does the patient have multiple chronic diseases, significant risk factors, complications, and/or complex 

treatments? 
Yes    or    No 

If yes, patient is a Level 3 Tertiary Prevention to treat the late or final stages of disease and minimize disability 
6. Does the patient have a catastrophic or complex condition in which his/her health may or may not be 

restored? 
Yes    or    No 

If yes, patient is a Level 3 Tertiary Prevention which may range from restoring health to only providing comfort 
care 

 
Patient’s primary care provider will select the risk level at annual visits or with changes in patient status that 
requires an increase in care coordination and resources. 
Level 1 Primary Prevention:   Low resource use with goal to prevent onset of disease 
Level 2 Secondary Prevention:  Moderate resource use with goal to treat disease and avoid serious 

complications. 
Level 3 Tertiary/Catastrophic: High to extremely high resource use with goal ranging from restoring health to 

only providing comfort care 
 
Suicide Risk Assessment: (see separate procedure and tool) 



 
 

Up to 45% of individuals who die by suicide have visited their primary care physician within a month of 
their death; additional research suggests that up to 67% of those who attempt suicide receive medical 
attention as a result of their attempt. Given these statistics, primary care has enormous potential to prevent 
suicides and connect people to needed specialty care — especially when they collaborate or formally 
partner with behavioral healthcare providers. 
While there is no way to predict with complete certainty who will attempt suicide, understanding certain 
imminent warning signs as well as statistically related risk factors will help providers know when to 
actively intervene and further assess for imminent suicide risk. 
Key components of a suicide risk assessment: (suicide risk assessments will take place when there is a 
positive depression screening and if there is clinical suspicion of suicide risk) 
1. Assess warning signs and risk factors 
2. Assess protective factors 
3. Suicide Inquiry: thoughts/plan/intent/access to means 
4. Clinical judgment 
 
Functional Status Domain 
 
The Functional Status Questionnaire can be used as a self-administered functional assessment for a 
patient seen in any healthcare setting. It provides information on the patient's physical, psychological, 
social and role functions. It can be used both to screen initially for problems and to monitor the patient 
over time. 
 
This questionnaire will be administered at least annually. 
 
Pediatric Developmental Screening:  Pediatric providers will ensure that all children receive 
standardized, validated developmental screening, such as the ASQ:3 and/or ASQ SE at 9, 18 and 24/30 
month pediatric visits; and use Bright Futures or other American  Academy of Pediatrics recognized 
developmental and behavioral screening system. 
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